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ATTACHMENT 3.1-A
Page 3-1

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

STATE:WASHINGTON

Optometrists’ Services

(1)

Limited to 1 refraction in a 12-month period unless medically indicated.

Other Practitioners’ Services

(1)

)

3)

(4)

Psychologists

Psychological evaluation performed by a psychologist requires prior approval.
Treatment by a psychologist is not provided.

Respiratory therapists and technicians.

Services of certified respiratory therapists and respiratory technicians in a home
or in a nursing facility require medical consultant approval.

Nurse practitioner clinics

Agreements with nurse practitioner clinics on an individualized basis.

Payment is at a fixed rate. Only limitation is in services the clinic is equipped to
provide.

Denturists

Practice in accordance with the limitations prescribed in state law.

7. Home health care services

a.

Intermittent or part-time nursing services provided by a home health agency or by a
registered nurse when no home health agency exists in the area.

M

(2)

(3

“4)

Applies to home health agency and to services provided by a registered nurse
when no home health agency exists in the area.

Approval required when period of service exceeds limits established by the single
state agency.

Nursing care services are limited to:

(A) Services that are medically necessary;

(B) Services that can be safely provided in the home setting;

(C) Two visits per day (except for the services listed below);

(D) Three high-risk obstetrical visits per pregnancy; and

(E) Infant home phototherapy that was not initiated in the hospital setting.

Exceptions are made on a case-by-case basis.

TN# 02-013
Supercedes
TN# 95-16
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REVISION ATTACHMENT 3.1-A

Page 3-2
STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE: WASHINGTON
7. Home health care services (continued)

b. Home health care services provided by a home health agency.

Home health aide services must be:
(1) Intermittent or part time;
(2) Ordered by a physician on a plan of care established by the
nurse or therapist;
(3) Provided by a Medicare-certified home health agency;

(4) Limited to one medically necessary visit per day; and

(5) Supervised by the nurse or therapist biweekly in the client’s
home.

(6) Exceptions are made on a case-by-case basis.

c. Medical supplies, equipment and appliances suitable for use in the home.

Medical supplies, equipment and appliances must be:

(1) Medically necessary;
(2) Ordered by the Physician; and
(3) In the plan of care.
TN# 02-013 Approval Dagte: Jul 11 2003 Effective Date: 4/1/02
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REVISION ATTACHMENT 3.1-A
Page 3a-1

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE:WASHINGTON

7. Home health care services (continued)

d. Physical therapy, occupational therapy, or speech pathology and audiology services
provided by a home heaith agency or medical rehabilitation facility.

Therapies are limited to:

(1) Clients who are not able to access their care in the community; and

(2) To medically necessary care.

3) When physical therapy and occupational therapy are both medically
necessary during the same certification period in order to meet the
client’s physical or occupational therapy needs, the physician must
document on the plan of care that the services are distinctly different and
not duplicated.

(4) Exceptions are made on a case-by-case basis.
8. Private duty nursing services
a. Require prior approval.
b. Must be provided by a registered nurse or licensed practical nurse.
c. Must be under the direction of a physician.
d. Limited to a non-institutional setting.
TN# 02-013 Approval Da;te: JUL 1.1 2003 Effective Date: 4/1/02
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REVISION ATTACHMENT 3.1-B
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE: WASHINGTON

7. Home health services

a. Intermittent or part-time nursing services provided by a home health agency or by a
registered nurse when no home health agency exists in the area.

(1) Applies to home health agency and to services provided by a registered nurse
when no home health agency exists in the area.

(2) Approval required when period of service exceeds limits established by the single
state agency.

(3) Nursing care services are limited to:
(A) Services that are medically necessary,
(B) Services that can be safely provided in the home setting;
(C) Two visits per day (except for the services listed below);
(D) Three high-risk obstetrical visits per pregnancy; and
(E) Infant home phototherapy that was not initiated in the hospital setting.

(4) Exceptions are made on a case-by-case basis.
b. Home health care services provided by a home health agency.

Home health aide services must be:
(1) Intermittent or part time,
(2) Ordered by a physician on a plan of care established by the
nurse or therapist;
3) Provided by a Medicare-certified home health agency;

(4) Limited to one medically necessary visit per day; and

(5) Supervised by the nurse or therapist biweekly in the client’s
home.

(6) Exceptions are made on a case-by-case basis.

c. Medical supplies, equipment and appliances suitable for use in the home.

Medical supplies, equipment and appliances must be:

(1) Medically necessary;
(2) Ordered by the Physician; and
(3) In the plan of care.

TN# 02-013 Approval Date:_JlJl 11 2003Effective Date: 4/1/02
Supercedes ;
TN# 92-19



ATTACHMENT 3.1-B
Page 3-3

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE: WASHINGTON

7. Home health services (continued)
c. Medical supplies, equipment and appliances suitable for use in the home.

All of the following apply to durable medical equipment (DME) and related
supplies, prosthetics, orthotics, medical supplies and related services suitable for
use in the home:

(1) Purchase of equipment and appliances and rental of durable medical

equipment require prior approval.

(2) Must be billed separately under a DME provider number.

3) Are subject to the requirements in Washington Administrative Code.

“4) Specific reusable and disposable medical supplies supplies, prosthetics,
orthotics, and non-durable equipment which have set limitations, require
prior approval (PA) to exceed those limitations.

d. Physical therapy, occupational therapy, or speech pathology and audiology
services provided by a home health agency or medical rehabilitation facility.

(1) Provided by a Medicare-certified home health agency. A medical
rehabilitation facility must subcontract with a Medicare-certified home
health agency in order to provide services in the client’s home and bill for
those services.

(2) Limited to clients who cannot receive their medically necessary care in
the community, and meet one of the following:

(A) The client has an acute care need, has not attained a satisfactory level
of rehabilitation, and requires frequent intervention; or
(B) The client is not medically stable.

TN# 02-013 Approval Da,tefJ uL 11 2008 Effective Date: 4/1/02
Supercedes
TN# ---——-



